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May 20081122 Abstractsand conversions to open repair performed best in terms of predictive
discrimination. Models for survival, migrations and conversions to open
repairs performed best in terms of bias corrected R-squared index. The
models with the smallest calibration error were 3 and 5 year survival, early
deaths and mid-term type I endoleaks.
Conclusions: An interactive model is available, which can assist vascu-
lar surgeons to evaluate the expected outcomes for a particular patient
undergoing EVAR. The validated model is useful for counselling and
pre-operative decision making.
Elevated Plasma MMP1 and MMP9 are Associated with Abdominal
Aortic Aneurysm Rupture
Wilson W.R.W., Anderton M., Choke E.C., Dawson J., Loftus I.M.,
Thompson M.M. Eur J Vasc Endovasc Surg 2008;35:580-84.
Background: The role of matrix metalloproteinases (MMPs) in
abdominal aortic aneurysm (AAA) formation is well established. How-
ever the changes in plasma MMP levels with AAA rupture have not been
reported. The aim of this study was to determine circulating levels of
MMPs in non-ruptured and ruptured AAA immediately prior to open
repair.
Methods: Concentrations of MMPs and their endogenous tissue in-
hibitors (TIMPs) were quantified using ELISA in pre-operative plasma
samples from non-ruptured and ruptured AAA.
Results: MMP1 and MMP9 were elevated in the plasma of ruptured
AAA versus non-ruptured AAA. A four-fold elevation in pre-operative
plasma MMP9 was associated with non-survival at 30 days from rupture
surgery compared with those surviving for greater than 30 days.
Conclusion: In conclusion, these findings support the role ofMMPs in
AAA pathogenesis. Elevation of MMP9 was associated with ruptured aneu-
rysm related 30-day mortality and may represent a survival indicator in this
group.
Need for Late Lower Limb Revascularization and Major Amputation
after Coronary Artery Bypass Surgery
Biancari F., Kangasniemi O.-P., Mahar M.A.A., Ylönen K. Eur J Vasc
Endovasc Surg 2008;35:596-602.
Objectives: The aim of the present study was to estimate the need for
late lower limb revascularization and/or major amputation after coronary
artery bypass grafting (CABG).
Design: Retrospective study.
Patients andmethods: 1307 residents of Oulu who underwent CABG
from 1990 to 2006 formed the basis of this community-wide study.Readers can access EJVES articles at http://intl.emajor amputations. In four patients, revascularization was done for compli-
cated wound after vein graft harvesting. Freedom rates from lower limb
revascularization and/or major amputation at 5-, 10- and 15-year were
92.9%, 88.4% and 85.1%, whereas freedom rates from lower limb revascu-
larization for critical ischemia and/or major amputation were 98.1%, 95.2%
and 94.7%. Age (p  0.013, HR 1.05), extracardiac arteriopathy
(p  0.0001, HR 5.39), left ventricular ejection fraction classes (p  0.03),
diabetes (p  0.0001, HR 5.78), and estimated glomerular filtration
rate 60 mg/min/m2 (p  0.02, HR 2.22) were independent predictors
of lower limb revascularization for critical leg ischemia and/or major ampu-
tation.
Conclusions: Patients with extracardiac arteriopathy, diabetes and
decreased glomerular filtration rate at the time of CABG are at risk for late
lower limb ischemia. These patients would most benefit of a closer follow-up
for prevention of peripheral vascular disease and its related complications.
Effect of Operating Surgeon on Outcome of Arteriovenous Fistula
Formation
Gundevia Z., Whalley H., Ferring M., Claridge M., Smith S., Wilmink T.
Eur J Vasc Endovasc Surg 2008;35:614-18.
Objective: To study whether surgical trainees can perform arterio-
venous fistula (AVF) surgery to a standard comparable to consultants.
Patients and methods: Retrospective study of all vascular access
surgery over a three year period at a single centre. The operating surgeon was
identified from theatre log books and categorised by grade. Fistula patency
was used as the primary outcome measure and was determined from pa-
tients’ case-notes and from a prospectively collected electronic record of
dialysis sessions. Patency was defined as “used for dialysis” if the AVF was
used for dialysis for at least 6 consecutive sessions.
Results:One hundred and eighty six cases were used for analysis. In
60 cases (32%) the operating surgeon was the consultant, in 53 cases
(29%) a trainee was supervised by a consultant, in 56 cases (30%) a trainee
performed the operation independently and in 17 cases (9%) the grade of
the operating surgeon could not be established. Primary and primary
assisted patency rates by operating surgeon did not differ significantly
(P-values 0.25 and 0.16 respectively). Age of the patient was the only
predictor of patency failure in a multivariate model. Grade of operating
surgeon (logrank test 2  3.1, p  0.38) and type of fistula (logrank
test 2  2.3, p  0.52) were not significantly related to the primary
survival of the fistula.
Conclusions: This study showed no significant differences in AVF
patency rates between trainee and consultant surgeons. Allocation of
appropriate cases can result in trainees obtaining similar outcomes as
consultants, demonstrating that dialysis access surgery can provide goodResults: During a mean follow-up of 7.1  4.5 years, 111 patients
(8.5%) underwent 251 vascular procedures for lower limb ischemia and 25
training opportunities for junior doctors without detriment to patient
care.lsevierhealth.com/journals/ejvs/default.cfm
